By Sir JAMES DUNDAS-GRANT, K.B.E., M.D. THE patient, aged 29, had for several years suffered from increasing hoarseness and more recently from extreme pain when speaking and to some extent also on swallowing. Ultimately difficulty in breathing and laryngeal stridor developed. The case had been looked on as one of tuberculosis, but when referred to me at the Throat Department of Brompton Hospital showed such a large rounded, though irregular, swelling almost completely concealing the interior of the larynx, that I thought it more likely to be neoplastic than tuberculous. I removed a portion for microscopic examination and received the report that it presented the characters of typical carcinoma.
With the assistance of Mr. Ormerod, the anesthetic being administered by Dr. J. D. Mortimer, I performed laryngo-fissure, but finding at once that the growth was too extensive for removal by that means, I carried out complete extirpation of the larynx, having beforehand fortunately obtained permission to do so if necessary.
There was extremely little hemorrhage, and apart from my having severed the trachea a little lower than I might have wished, thereby throwing a considerable strain on the sutures which held the trachea up out of the thorax, the operation was quite straightforward. I may say that I detached the larynx from the cesophagus and pharynx from below upwards.
I introduced a gum-elastic feeding tube through the nose and owing to the presence of a fistula at the upper point of attachment of the trachea, this had to be retained for between five and six weeks, the fistula having taken five weeks to close. To prevent the dripping of liquids from the wound area and pharynx into the trachea the tracheotomy tube was " jacketed" with ribbon gauze, but afterwards a folded strip, moistened at first with iodoform emulsion but later with red lotion, was introduced above the tube and renewed several times a day. I am indebted to my colleague, Mr. Tudor Edwards, for taking charge of the case during my absence on holidays.
The patient can now swallow " anything," is putting on flesh and feeling quite comfortable. She can make herself understood by means of intensified articulation aind there is every prospect of her acquiring a reasonably audible pharyngeal voice.
She has always been of a very talkative disposition, and in her occupation in a draper's shop has had to use her voice a great deal in the midst of much noise in an atmosphere loaded with dust and fluff from the materials she handled.
P.S.-The patient can now make herself so well understood, without any artificial apparatus, that she can go about and do her shopping alone. Mr. L. COLLEDGE said that owing to Sir StClair Thomson's kindness he had had some experience of these operations. The condition was unusual in the female sex, but two women figured in Mr. Fraser's series. Sir StClair and he, however, operated together upon three women with intrinsic cancer of the larynx on three succeeding days. The agenda notes did not state whether preliminary tracheotomy was done; if that were done, it was easier to remove the larynx from above downwards than it was to turn it up. In two of the last four cases operated upon from above be had found that tracheotomy gave no trouble at all. There were several reasons for doing that operation: the trachea could be amputated at the exact level desired; it could be cut away to meet the skin flaps accurately. If Sir James had done that, he might have been spared some anxiety in the after-treatment, as it was stated in the notes that there was a good deal of tension on the stitches. If the trachea had torn away from the flaps, the case would most probably have been lost. A further reason for what he had said was, that the operation from below was, to some extent, a blind operation, as one could not see at what level one was dividing the pharynx, nor see the exact position of the laryngeal opening, nor the distribution of the growth. A reference was made in the notes to feeding the patient, the exhibitor stating that he retained the gum-elastic feeding tube for five or six weeks. He (Mr. Colledge) had not found it necessary to retain the feeding-tube more than twenty-four hours, and it was passed through the mouth each time the patient was fed. Usually there had been some leakage, but it did not affect the wound in any way. In one case in which Keen's operation was done, healing was by first intention, and there was no leakage. He did not think the patient need be put to the inconvenience of having the feeding-tube retained in the nose. Sir James seemed to have had some difficulty with the tracheotomy tube. He (the speaker) showed the tube he used himself, a Lombard's tube, with extension devised by Professor Moure. This kept the inner tube well away, so that it could be changed by the nurse without trouble. He also showed a tube, designed by Mr. Mayer, which could be worn by the patient indefinitely. It had a pilot, which enabled it to go in and out easily, an important point when neither surgeon nor nurse were available. Sir James had asked him about an artificial larynx. He (Mr. Colledge) showed a model which Dr. Tapia, of Madrid, had invented, and it was simple and light. Inside was a piston, which was held down by a light rubber band.
These tubes were now made by Mayer and Phelps.
Sir WILLIAM MILLIGAN said that the operation had been especially successful in regard to the voice; the patient could produce a very fair pharyngeal voice, and with the instrument a fair laryngeal voice. He thought there must be much uncertainty as -to the frequency with which malignant disease affected the larynx in females. The patients in the last two cases upon which he had operated were females, and a fair proportion of all his cases had belonged to that sex. With regard to the question of recurrence, he was not certain what Mr. Tilley's theory was, nor was he certain that what was termed a recurrence after seventeen years could be considered a recurrence.
He thought that in such cases there was another new growth. In a case in which he did total laryngectomy, the patient lived for ten years afterwards quite comfortably. He came,again at the end of that time for what was diagnosed as hydronephrosis, but the condition was, post mortem, found to be epithelioma of the bladder. In these operations the danger largely centred round the anesthetic. What aniesthetic was used in this case, and had Sir James ever done total extirpation of the larynx under local anesthesia ? He (Sir William Milligan) was sure a proportion of these cases died of pulmonary complications, and it was an important question as to whether this could be avoided by using a different method of inducing anesthesia. At the Manchester Royal Infirmary, in several such cases, rectal anesthesia had been tried. In the first the patient did remarkably well from every point of view; but the second and third were not so successful. He had not himself tried to extirpate the larynx under local -anesthesia, but he knew this had been done. One of the patients in his cases died, within twenty-four hours, of acute oedema of the lungs, and two others from pneumonia. In these cases chloroform had been used.
Dr. JOBSON HORNE thought the term " recurrence " had been used loosely that evening. He did not think the appearance of malignant disease in the cervix uteri after removal of epithelioma of larynx could be called a recurrence of cancer of the larynx. And the terms "intrinsic" and "extrinsic" were inexactly used. Extrinsic cancer of the larynx was not uncommon in women, but intrinsic cancer was very rare among thein. The present case was not one of intrinsic cancer ; the specimen submitted was extrinsic in origin, and had subsequently broken down within the larynx.
Dr. IRWIN MOORE asked for a miiore exact history of this case: for instance the number of years during which the hoarseness had been present; the question of tuberculosis of the lungs. Why was the case mistaken for tuberculosis in the first instance ?
Sir STCLAIR THOMSON asked members to refer to the Proceedings (May 3) 1912, v (Section of Laryngology), pp. 151-3, and compare a case there described and discussed with the case now shown. It was that of a man, aged 28, who was admitted to a sanatorium with the diagnosis of tubercle. When shown at the Section, Members could not make a diagnosis, and Sir Felix Semon said a diagnosis was impossible; that there was perichondritis, and that it might have been tuberculous, traumatic, or syphilitic. It proved to be subglottic malignant disease. He (Sir StClair Thomson) made an exploratory laryngo-fissure, but the disease had passed between the cricoid and the thyroid, and nothing could be done.
Sir JAMES DUNDAS-GRANT (in reply) said he made it clear in the printed agenda notes that he thought he might have avoided this prolonged fistula if he had not cut off the trachea so short. This was to get below the tracheotomy cut. On a former occasion he had bevelled the trachea, but he thought that took away some of the spring of the tracheal rings, and therefore he cut it straight across and bent it, rather than cut it obliquely. The gum-elastic feeding-tube did not cause any great discomfort to the patient; it was taken out from time to time, and re-inserted, care being taken that it did not come down through the fistula. The purpose of the jacketing of the tube was to make it press on the little fistula. The substitution afterwards of a strip of gauze answered very well, and the patient showed no signs of pneumonia. She had complained of hoarseness for several years, but the exhibitor saw her for the first time shortly before the operation, when for purposes of diagnosis he thought it right to renmove a piece for microscopical examination. If this had been done at an earlier stage and the diagnosis established, the disease mllight, as he had hoped, have been removable by simple thyrotomy. Fortunately he had obtained permission to do the major operation if found necessary, as it was. The anmesthetic used was chloroform, and it was administered through the ilouth, then through the tracheotomy tube, by Junker's apparatus. He had never employed it by the rectal method. A fair proportion of his cases of intrinsic epithelioma had been in females, and " post-cricoid carcinoma " was essentially a woman's disease. He did not agree with Dr. Jobson Horne that the growth in this case was originally extrinsic; it clearly started in the right vocal cord.
The members must have observed the talkativeness of the patient. She had Tapia's artificial larynx but could mnake herself understood without it. In a case which Sir Charters Symonds and he had had, the patient's trouble seemed to have been due to having to lecture to members of the Air Force in the noise and bustle of a depot.
He regretted that the disease had not been previously diagnosed in time for it to be removed by thyrotomy. It was a painful moment for him when be had to decide to carry out the major operation on this young woman.
